Main outcome measures: Data on participation in public disclosure of accreditation reports through the JCQHC website were obtained from the JCQHC database. Comments on the disclosure were obtained using a questionnaire based survey. Results: A total of 508 (93%) of the participating hospitals disclosed their accreditation reports on the JCQHC website. Public hospitals were significantly more committed to public disclosure than private hospitals, and larger hospitals were significantly more likely to participate in public disclosure than smaller hospitals. Accreditation scores were positively related to the public disclosure of hospital accreditation reports. Scores for patient focused care and efforts to meet community needs were significantly higher in actively disclosing hospitals than in non-disclosing hospitals. Among the large hospitals, scores for safety management were significantly higher in hospitals advocating disclosure than in non-disclosing hospitals.
T he growing emphasis on quality of care data has created pressure on healthcare organisations to publicly disclose information. 1 2 The information can be classified into two groups-performance and organisational assessment.
With regard to the disclosure of performance, the US has been at the forefront of releasing healthcare performance statistics. 3 The main aims of disclosure are to facilitate informed choice in consumers, promote improvements in quality, ensure professional accountability, and encourage the control of costs. [4] [5] [6] Evidence suggests that the availability of this information has changed the behaviour of providers, [7] [8] [9] [10] although it has had a limited impact on decision making in consumers. 4 7 11 12 The National Voluntary Hospital Reporting Initiative has been disclosing performance measurement data on the web site of the Centers for Medicare & Medicaid Services since 2003. 13 The UK is also moving towards the publication of more information, not to facilitate market competition but rather to improve public accountability. 11 At present most UK statistics are of hospital performance and comparisons of mortality rates.
14 Despite the global demand for publicly available information on quality of care, the best method of disclosing these performance data remains controversial.
Regarding disclosure of organisational assessment, the accreditation of healthcare organisations has traditionally been recognized as a symbol of quality assurance that reflects the commitment of an organisation to continuous improvement. 15 Accreditation information was originally intended for use in internal quality assurance and organisation based efforts to improve the care, so it has generally been kept confidential. 7 16 The American accreditation body, the Joint Commission on Accreditation of Healthcare Organisations (JCAHO), has recently begun to provide public performance reports and a comparative summary of accreditation scores on its website, 17 and has made accreditation data public since July 2004. 18 In contrast, the Healthcare Commission in the UK has produced a ''compulsory'' system of public reports of healthcare organisations.
The most distinctive characteristic of the Japanese healthcare system is to assure free access to health care under universal health insurance (box 1). The Japanese people have a right to receive medical care at any healthcare organization and hospitals cannot refuse any patients. In addition, more than 80% of hospitals are owned by non-public, non-profit organisations. Under such a healthcare system accreditation is a relatively recent phenomenon in Japan, but the Japan Council for Quality Health Care (JCQHC) has fully disclosed accreditation reports at the request of each hospital on the internet since September 2002. Are the accreditation scores related to disclosure of accreditation reports of hospitals? To answer this question, we carried out a questionnaire based survey on the disclosure of accreditation reports in accredited hospitals in Japan and compared the accreditation scores.
Background
Unlike the USA, the healthcare system in Japan is not driven by market forces; in fact, similar to the situation in the UK, it is the Japanese government and consumers who have encouraged hospitals to increase public accountability. One of the main targets of recent regulatory reforms has been transparency in healthcare information.
Besides the government inspection, the JCQHC-which was founded in 1995 as a counterpart of the JCAHO-has developed standards and criteria for accreditation and began carrying out on-site assessments in 1997. 19 Hospital accreditation is voluntary and requires an application fee from Hospitals receive scores for each item in all areas with comments from the JCQHC in the standard accreditation process. The data disclosed by the JCQHC to the public include summary comments and accreditation scores for all the items assessed. So far the JCQHC has only disclosed information at the request of the accredited hospital. In addition, hospitals have been permitted to disclose their accreditation status and reports themselves. However, the JCQHC does not allow hospitals to disclose only selected parts of their accreditation reports; this policy is intended to give consumers access not only to favorable aspects of the report but also to information about services that require improvement. There are therefore two forms of disclosure: (1) self-disclosure to the public directly by hospitals and (2) disclosure by the JCQHC with agreement from the hospital concerned.
METHODS

Study group
In February 2003 a questionnaire survey was sent to all hospitals that had received JCQHC accreditation by January 2003. Of the 817 accredited hospitals, 547 (67%) responded to the survey. The group that responded comprised 219 (40.0%) small/medium sized hospitals with 200 or fewer beds, 260 (47.5%) large hospitals with more than 200 beds, and 68 (12.4%) other types of hospitals including psychiatric hospitals and long term care institutions. There were no significant differences between hospitals that did and did not respond in their size and location (urban/rural). The response rate of public hospitals (74.4%) was significantly higher than that of private hospitals (63.4%, x 2 = 9.3, df = 1, p,0.01).
Questionnaire
The questionnaire was designed to gather data about hospital characteristics along with comments about the JCQHC's disclosure of accreditation reports. Hospital characteristics included number of beds, ownership (public/private), and location (urban/rural) of the hospital. Public hospitals were defined as those run by national, prefectural (state), and local authorities. Urban areas were defined as cities with a population of more than 500 000. Comments about the disclosure of accreditation reports were categorized into five general subject areas: (1) impact of disclosure on the public, (2) advantages to the hospital, (3) risks to the hospital, (4) JCQHC disclosure, and (5) hospital self-disclosure of information-that is, voluntary disclosure by the hospital by, for example, a pamphlet or a notice on a billboard in the hospital. Responders were asked to complete the 13 item questionnaire by rating each item as ''agree'' or ''disagree''. The questionnaire was sent to the Chief Executive Officer (CEO) of the hospitals for completion and all questionnaires were returned to us by the CEO of each hospital. The administrative staff responsible for managing the hospital completed the questionnaire in 504 (92.1%) of the 547 hospitals participating in the study.
Accreditation score
The public disclosure status and accreditation scores were obtained from the JCQHC database. The numbers of items assessed differed according to the type of hospital: a total of 233 for small/medium sized hospitals and 408 for large hospitals. The accreditation scores were combined with the responses to the questionnaire survey. The accreditation surveyors rated each item from 1 (poor) to 5 (excellent). Items were categorized into the following six areas: (1) mission and policy, (2) efforts to meet community needs, (3) medical/healthcare, (4) nursing care systems, (5) patient satisfaction and safety, and (6) administration. ''Efforts to meet community needs'' was divided into subcategories such as recognition of roles and functions in the community, collaboration with other healthcare organisations. An example is shown in table 1. The total scores for each area were calculated as a representative indicator. Internal consistency was determined by calculating Cronbach's coefficient alpha 20 which gave a mean value for each score of 0.75 indicating acceptable internal consistency (95% confidence interval 0.72 to 0.78).
We also calculated the scores for two specific areaspatient focused care and safety management-across all of the six categories described above. The former is assessed by the JCAHO in the USA and the latter is one of the most important topics in health care. In order to define these categories, the authors independently identified items among the JCQHC accreditation standards that were similar to those assessed by the JCAHO, then discussed inconsistencies Box 1 Healthcare system in Japan N Universal health insurance system N Free access to any hospitals N Primary fee for services, partly diagnostic procedure combination (similar to diagnostic related groups) N 75 hospitals per million residents N Ownership: public (19%), private (81%) between the list of items produced and reached a general consensus. As a result, the patient focused care category included 14 items for small/medium sized hospitals and 20 items for large hospitals, while the safety management category included 10 and 19 items, respectively. An example for safety management is ''Management of incidents on safety is appropriate''. The mean Cronbach's coefficient alpha of each was 0.68, which indicated moderately acceptable internal consistency (95% confidence interval 0.64 to 0.72).
Analysis of data
The questionnaire data from all 547 respondents were used as a single data set for the initial analysis in which the x 2 test was used to compare public disclosure with both hospital characteristics and comments about public disclosure. In the second analysis we combined the questionnaire survey data and accreditation scores from the JCQHC database. However, because standards and criteria vary depending on hospital size and are regularly revised every few years, it was difficult to analyse the scores as one data set. We therefore analysed the hospitals by size using only the latest data for the accreditation scores which were available for 159 of the 219 small/medium sized hospitals and 159 of the 260 large hospitals. The hospitals that disclosed information were divided into three groups according to the level of selfdisclosure, and two groups according to the attitude towards disclosure. One way analysis of variance was performed with post hoc Bonferroni multiple paired comparisons. All tests were two tailed and analyses were performed using SPSS version 11.0 (SPSS Inc, Chicago, IL, USA).
RESULTS
A total of 508 (92.9%) of 547 responding hospitals allowed the JCQHC to disclose their accreditation reports. Table 2 summarizes the public disclosure data and hospital characteristics. Public hospitals were significantly more likely to agree to the disclosure of their accreditation reports than private hospitals, those in rural areas agreed to public disclosure significantly more often than those in urban areas, and larger hospitals were more committed to public disclosure than smaller hospitals. Comments on the public disclosure of accreditation reports and JCQHC disclosure status are shown in table 3. More than 60% of the hospitals among the 547 respondents perceived public disclosure as good for consumers and hospitals. Considering the advantages to the hospital, 409 (80.5%) of the hospitals who disclosed their accreditation reports to the JCQHC agreed that ''disclosure provides incentives for improving the quality of care because consumers in the community read accreditation reports''. Hospitals in agreement with public disclosure were also significantly more likely than hospitals not in agreement with public disclosure to report that ''disclosure increases the credibility of hospitals with consumers in the community''. There were no significant differences in the perceived risks to the hospital associated with disclosure between the hospitals in favour and those not in favour of disclosure, although a total of 304 (55.6%) of all 547 respondents were concerned because ''people are sensitive to unfavourable scores''.
Among the 508 hospitals who agreed to disclosure by the JCQHC, 410 (80.7%) reported that their public disclosure was helpful. A total of 489 of the 547 respondents (89.4%) disclosed their accreditation reports themselves: 366 disclosed only their accreditation status and 123 disclosed more than this. Significantly more of the hospitals who agreed to disclosure by the JCQHC also released information than those who were not in favour of disclosure by the JCQHC. Table 4 shows accreditation scores and disclosure of accreditation reports in small/medium sized hospitals. Hospitals with an active commitment to public disclosure had higher scores for the accreditation measures of ''efforts to meet community needs'' and ''medical/healthcare'' than those not in favour of disclosure. In addition, among the small/medium sized hospitals, scores for the patient focused care process were significantly higher in hospitals in agreement with active disclosure than in non-disclosing hospitals.
Among large hospitals there was no significant relationship between the disclosure of accreditation reports and accreditation scores (table 5) . However, the accreditation scores differed according to the attitudes of hospitals toward the public disclosure. Accreditation scores in advocates of disclosure were significantly higher for measures of ''efforts to meet community needs'', ''medical/healthcare'', ''administration'', as well as the total scores.
The scores for patient focused care differed significantly according to the extent of the disclosure of accreditation reports, although multiple paired comparisons did not reach significant levels. In addition, among the large hospitals, scores for safety management were significantly higher in advocates of disclosure than in hospitals not in favour of disclosure.
DISCUSSION
Public disclosure was related to higher accreditation scores. Hospitals with disclosure of their accreditation reports had higher scores for efforts to meet the community needs and patient focused care. Large hospitals with disclosed data also had higher scores for safety management. Although deficiencies in care were also disclosed, most JCQHC accredited hospitals were highly positive about disclosure, believing that releasing information would improve their credibility with the community and provide incentives for internal quality improvement. However, there were concerns about some of the potential consequences of disclosure, including the misinterpretation of accreditation reports and overreaction to negative data. Our survey was sent to all accredited hospitals in Japan and achieved a response rate of almost 70%, which was a representative sample. This is the first study to examine the association between public disclosure and accreditation scores. It is worth noting that there was a positive relationship between public disclosure and higher accreditation scores even though the majority of hospitals disclosed information and the power to make comparison is limited. Our approach allowed us to analyse both the subjective views of hospitals about disclosure and the objective accreditation scores.
Previous research has suggested that accreditation status might not be a true guarantor of high quality.
14 However, our analysis of accreditation scores in this study showed that publicly disclosed hospitals had higher scores for efforts to meet community needs and for patient focused care, as well as higher total scores. This finding is consistent with previous studies in other countries which found that publicly reported hospitals with lowest performance scores were most negative about the validity of the data. 21 Regardless of differences in healthcare systems, we can speculate that health care is moving towards public disclosure to assure accountability for quality of care. Donabedian 22 argued that neither the measurement of processes nor that of outcomes is inherently superior, and associations between the two can be important in the assessment of quality. We focused only on process data in this study. It is therefore important that future research examines the implications of public disclosure on outcome data.
Our results suggest that hospitals that are aware of the advantages of public disclosure actively disclose accreditation information. The advantages of public disclosure to hospitals should be used to encourage hospitals to disclose accreditation information in order to improve public accountability and the quality of care. Consumers have a right to know about the care that they receive and hospitals have a duty to provide this information. 23 Hospitals should therefore proactively disclose information on their quality of care. However, in order to avoid unintended behaviour, 24 it is essential to ensure the appropriate use of information.
Two limitations should be taken into account when considering our results. Firstly, the total number of accredited hospitals was relatively small as a result of the short history of accreditation in Japan, so our results are not representative of all hospitals. Also, the hospitals that have applied for JCQHC accreditation might be the leading hospitals providing a relatively high quality of care, so our sample might have been biased accordingly. Secondly, the measurement scale used for accreditation was not standardised even though several investigators measured each item during on-site visits and there was adequate internal consistency within the total scores. As the accreditation standards differed according to hospital size and were periodically updated, we divided the hospitals into two groups for the purpose of our analysis and used only the latest version of the standards.
The activities of the JCQHC, including public disclosure, have been covered in the media. Some magazines ranked accredited hospitals using the public disclosure data, and television and newspapers featured special programs on quality of care and publicized the activities of the JCQHC which resulted in dissemination of the third party evaluation. The impact of the public disclosure of accreditation reports on stakeholders over time is not known; the interaction between public disclosure, processes, and outcomes needs to be studied.
Key messages
N There is a positive correlation between public disclosure and accreditation scores. N Publicly disclosed hospitals had higher scores for efforts to meet community needs, patient focused care, and safety management, as well as higher total scores. N Most accredited hospitals were highly positive about disclosure.
N Concerns remain about the possible consequences of disclosure including the misinterpretation of accreditation reports and overreaction to negative data.
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